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DERMATOETHICS

CONSULTATION

Language barriers to informed consent for
dermatologic interventions
Jordan Wang, MBE, and Matthew Keller, MD
Philadelphia, Pennsylvania

A

n ethical dilemma may present itself when
dermatologists must obtain informed consent
from patients with limited English-language
proficiency. With an increasingly diverse populationeboth culturally and linguisticallyeand the significant role that biopsies play in our field, it is crucial that
dermatologists learn how to navigate this ethical
quandary through recognizing the importance of
using trained medical interpreters rather than untrained, biased, and/or minor individuals, eg, most

family members or office staff members. Although
some may consider this to be purely a legal issue, the
law, in addition to the American Medical Association
and the Canadian Medical Association codes of ethics,
is extremely vague and imprecise, which subsequently produces a gray area in which physicians
can operate. Dermatologists must recognize that they
have professional, legal, and moral obligations to
respect patient autonomy by properly obtaining
informed consent before any medical intervention.

CASE SCENARIO
A 39-year-old Spanish-speaking woman with limited English-language proficiency presents with her
13-year-old son to your private dermatology practice. Through her son, you learn the patient is worried
about a mole that has significantly grown in size over the past 3 months. After examination, you
recommend the nevus be biopsied to better evaluate it. However, you are barely able to communicate
with the patient, and you suspect that her son is not interpreting everything you say based on his
especially brief communications with her. To proceed with the biopsy, you must first obtain informed
consent.
As
A.
B.
C.
D.

the dermatologist, you should:
Do your best to convey the medical information yourself to obtain informed consent.
Allow her son to interpret the medical information so that you can obtain informed consent.
Use an office staff member who speaks some Spanish to help you obtain informed consent.
Call the language line and use a trained medical interpreter to help you obtain informed consent.

DISCUSSION
Although some may see this purely as a legal
issue, several potential ethical conflicts exist. These
include the attempts by many physicians to discourage patients with limited English-language proficiency from receiving care and also physician
misinterpretation because of lack of education or
cultural understanding. Many dermatologists would

prefer not to see such patients because of the
anticipated burden. As a quick solution, private
dermatologists often refer these patients to academic
centers under the pretense of needing an expert,
when they are actually sending these patients away
to avoid the time and expense involved. This allows
them to continue to see high volumes of patients in
their own practice. To prevent such occurrences,
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dermatologists must be able to acknowledge their
obligations to the patient and recognize the best
strategies for delivering ethical and culturally competent care.
Physicians have professional, legal, and moral
obligations to respect patient autonomy by properly
obtaining informed consent before any medical
intervention. Patients with decision-making capacity
should be given sufficient information regarding the
risks, benefits, and alternatives of any planned treatment or procedure to allow them to make a voluntary informed decision. In the above scenario, the
dermatologist has a duty to inform the patient of such
information pertaining to the proposed biopsy in a
language that she can comprehend. Furthermore,
the patient must have the opportunity to ask questions to the dermatologist in a language that the latter
can comprehend. Assuming that there is no common
language in this scenario, a significant burden is
placed on the interpreting party to accurately convey
the communications between the dermatologist and
the patient in a manner that each can comprehend.
Depending on the sensitive nature of some of this
information, the patient may not be comfortable
using either a relative or a friend to help interpret the
encounter.
Although the above scenario references a patient with limited English-language proficiency,
the same ethical principles apply to patients with
hearing impairments. For these patients, the dermatologist is obligated to make a sign-language
interpreter available to the patient during encounters where either significant or large amounts of
information must be exchanged. During encounters that involve the communication of very little
information, such as refilling prescriptions, lip
reading and written notes may be all that is
needed to ensure effective patient-physician
communication.
Given the diverse nature of the North American
population, such scenarios as the one above are
becoming an everyday occurrence in medical practice. Despite the initiatives of all medical schools to
teach culturally competent care, only 20% of recent
graduates felt prepared to treat patients with limited
English-language proficiency.1 However, training
students to work with medical interpreters improved
their preparedness. The study by Rodriguez et al1
serves to underscore the importance of professional
medical interpreters in meeting the needs of a
culturally and linguistically diverse patient
population.
Trained interpreters are often able to sense
when the patient’s understanding of disease is
colored by local superstition, cultural belief
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systems, or religion. This can be helpful when
patients believe that their illness can only be
explained by a particular cultural phenomenon.
In such cases, the professional interpreter is responsible for explaining the reasoning to the
physician. Furthermore, interpreters possess the
medical vocabulary in other languages necessary
for a clear translation, whereas untrained individuals and minors may not have this expertise.
Medical interpreters are also trained to be completely impartial. In contrast, family members may
have personal motivations, priorities, or biases that
conflict with what truly serves the best interests of
the patient. Results from a systematic review suggest that the satisfaction, quality of care, and
outcomes of patients with limited Englishlanguage proficiency are each improved when
trained medical interpreters are used.2 For all of
these reasons, a trained medical interpreter is vital
to the informed consent process in the above
scenario.
The legal basis for providing language assistance
to patients with limited English-language proficiency
comes from Title VI of the Civil Rights Act of 1964,
which has been frequently revisited and supported
by the Office for Civil Rights of the Department of
Health and Human Services.3 The delay or denial of
medical services because of language barriers is
considered to be an act of discrimination.
However, the law, in addition to the American
Medical Association and the Canadian Medical
Association codes of ethics, neither explicitly states
which language assistance services must be provided
nor mandates the use of interpreters in all situations.4,5 Because of this, there currently exists a gray
area in which to operate that necessitates a thorough
legislative re-examination.
As of 2006, 13 states have offered third-party
reimbursements for medical interpreter services.6
However, other states have frequently cited cost
concerns as the main reason for not adopting similar
legislation. Despite ongoing implementation, services that provide language assistance to patients are
often unavailable or not made available in private
practices and small to medium-sized clinics. This
may be a result of the cost and burden that these
patients are perceived to place on a medical practice.
If private insurance companies and the state and
federal governments refuse to reimburse these costs,
then the financial burden of the unfunded mandate
falls squarely but unevenly on the providers, especially in regions with large numbers of non-Englishlanguage speakers. This is an area in which our
health care system is seriously flawed and warrants
timely reform.

368 Wang and Keller

ANALYSIS OF CASE SCENARIO
Option (A) is alarming because the dermatologist cannot fully inform the patient about the
recommended intervention. If the 2 parties are
unable to effectively communicate with each
other, then it is highly unlikely that an understanding of the procedure will result from their
continued dialogue. Although this option may
seem attractiveebecause of ongoing time constraints in the clinic and the general opinion that
biopsies are relatively low riskethe violation to
patient autonomy is too great to ignore.
Physicians must allow for and respect the informed decisions of their patients.
Option (B) is not recommended, because
family members cannot always be trusted to act
as faithful medical interpreters. Such individuals
may possess personal agendas or interject unsolicited opinions into the decision-making process, and outside influences may conflict with the
best interests of the patient. Entrusting a family
member with absolute control over patientphysician communications may not be ideal.
Further complicating matters, the above scenario
involves the patient’s 13-year-old son. It is presumed in our society that minors lack the capacity to provide informed consent for a given
intervention by virtue of their age and inherent
lack of maturity. For similar reasons, physicians
should avoid recruiting minors as interpreters,
where they are put in a position to actively

BOTTOM LINE
Patients with limited English-language proficiency
are consuming increasingly more health care. When
such patients require medical intervention, physicians must respect the informed consent process to
deliver culturally competent care. Using trained
medical interpreters is the single most effective technique for ensuring that these patients make voluntary
informed decisions. This is not a purely legal issue.
Contemporary bioethics rests on the central principle
of autonomy, and autonomy requires that the patient
be as fully informed as possible. A lack of funding for
interpreter services does not lessen the physician’s
ethical obligations to the patient. The reader need
only imagine facing surgery in a health care facility
abroad, where Urdu is the only language spoken by
the providers, to grasp the importance of this obligation and its impact on the patient.
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influence the consent of another for that very
same intervention.
Option (C) is not the best solution because it
assumes the staff member is proficient enough in
Spanish to act as a competent medical interpreter. This individual may also lack the experience and training that is essential to interpreting
medical vocabulary in Spanish. The dermatologist is unable to guarantee that the staff member
can accurately convey the intended message to
the patient and vice versa. In clinical settings
where neither language lines nor trained medical
interpreters are available, this may present as the
best option dependent upon the staff member’s
level of fluency. We recommend that bilingual
staff members enroll in certification courses to
master medical vocabulary in their respected
languages.
Option (D) acknowledges the importance of a
proper informed consent process and recognizes
the specific skill set intrinsic to trained medical
interpreters. With this option, the dermatologist
respects the patient’s autonomy by allowing for
an informed decision that is free of external
influences. Because trained medical interpreters
may not always be accessible, especially in
private or rural clinics, physicians should exercise their best judgment when recruiting a family
member or an untrained staff member to interpret the patient encounter, and if available, use a
remote language line.
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